MISSOURI! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 63;031‘?58

DEPARTHMENT OF PUBLIC MEALTH AND WELFARE
Registretion District No, ____________

STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB AMENDED

1. PLACE OF DEATH ] 2. USUAL RESIDENCE (Where decessed livad. [f institution: Residence before
2. COUNTY Cole a s1ate Mo u.county  Cole admission)
b. C(;IRY {If sunside corporate limits, give TOWNSHIP onaly) Length of s1ay in 1b <. Cé'll;( Inside Limits
| TOWN Jefferson City own Jefferson City Yes Bf No O
ORé ? <. :i%éP?lATEOOF (If NQT in hospital, give location) Inside Limits d. EBI%%?SS {If curside, giva lacatian) Reside on Farm

2 026 i insttution 117 W, Filmore Street Yer O No O 117 W, Filmore Yes O No [

9 24 3. NAME OF DECEASED First Middle Last 4, DATE Month Day Year
4

Vs 300
Rev. 4/59

DATE AMENDED

(Type or print) . OF
Carl Philip Upsclmlte | oeam Agust 21, 1963
o ‘ 5. SEX 6. COLOR OR RACE 7. Morrind [I Never Married [] [8. DATE OF BIRTH | 9- AGE (last birthday) [ IF UNDER | YEAR IF UNDER 24 HR

male white widowed O Divarced [] 12/11/08 54 m]Ty-lm Min.

10a- USUAL OCCUPATION (Give kind of work done { 10b. KIND OF BUSINESS OR INDUSTRY| T1. BIRTHPLACE (Ciry and state or country} | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even if retired)

alactrician E ical Jefferson City, Mo USA

13a. FATHER'S NAME 13b. MOTHER’S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Bernard John Unschulta Catherine Motschenback Elizabeth Wilson Upschulte

15, WAS DECEASED EVER IN U.5. ARMED FORCES? 15. S50CIAL SECURITY NO. | I7. INFORMANT Address

{Yes, n?j.ar unknuwn)l {If yes, give war or dates of servid 1'&'5. E‘_Li beth UpSCh'llltG’J.C. ’1&).

18. CAUSE OF DEATH (Enter only one cauvse per line INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: . - ONSET AND DEATH
IMMEDIATE CAUSE {a) % l_:&:-._j' aﬁ:/ &(‘MW T g
£

Conditiony, if any, DUE TG (b) A GW i

which gave rise to
sbove cause (a},
stating the under-
lying cause laxt. DUE TQ ()

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminsl PART 11, if decesied WL female wos
disasse tondition givan in PART | [#} thare a pregnancy in last 90 days.

rlj Yes I ] No I O Unknewn

19. WAS AUTOPSY | 70a. ACCIDENT  SUICIDE  HOMICIDE 20b, DESCRIBE HOW TNJURY OCCURRED. [Enter nature of injury in PART I or PART 11 of item 18.)
PERFORMED? O m] [m)
YES[] No[J

20, TIME OF  Houl  Month, Day, Year |
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.9., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, strast, office bidg., etc.)
NOT WHILE AT WORK [J

[—_— .
21. | attended the decassed fro /f& J 1o / JA 3 nd last saw i alive un%r_&_f/_[ZL
Death occurred at. ) %‘-T_ p m on {Jhe date stated above, and 1o the best of my krowledad, from the causes stated.

22a._ 510! TURE {Dagrea or title) 22b. ADDRESS 22c. DATE SIGNED
ZINT I &9 et b noe Cibs, Dopom 15543

23a. BURIAL, CREMATION, |"23b. DATE 23c. NAME OF CEMETERY OR cz.qro ’ 20d. LOCATION (CiggAown, ar county) [State}

Rmﬁ?;;&:ﬁ_mm 8/23/63 Resurrection Cemetery Jeffersén City, Missouri

24, FUNERAL DIRECTOR ADDRESS 25. TE RECD. BY LOCAL REG. | 2 EGISTRAR'S A

Fresman Mortuary,Jeffesson City,Mo, 2 /963

{Licansed Embalmar’s Sralomuaon Reverse Side)

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

8Y AFFIDAVIT OF

%
“Lg
ITEM NO




+ R e |

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded ©vn the reverse side of this certificate was embalmed by me,

or by ™, Student Embalmer No.
working under my personal supervision.

Student

Signature of Student Embalmer

4623

Licensed Embaimer No

_P. O. Address._Jefferson City, Mo,.

~ w1 - . R -

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the 'above censtitutes grounds for revocation of ticense). . . :
= - If embalmed.by a STUDENT, he also shall sign in his OWN handwriting. - - ’ }
If this body is not embalmed, fact should be so stated abave.




